Section of Surgery: Sub-Section of Proctology 715 cavity widely anteriorly. The patient was then turned on to his back and the abdominal operation completed in the usual way except that instead of the growth being pushed down into the pelvis it was delivered upwards, and the colon proximal to the growth was finally divided and closed in a few inches below the colostomy. Some soft adhesions to the bladder had to be separated. The pelvic floor was repaired from above. Pathological investigation proves the growth to be an early adeno-carcinoma which has only penetrated circular muscle. The lymphatic glands along the superior hemorrhoidal vessels are greatly enlarged but contain no metastases. In fact, the whole mass in the meso-colon is inflammatory.
Commentary.-The case illustrates the difficulty in assessing operability clinically.
It appeared to be on the border-line of operability; pathologically it proves to be an early and favourable case after radical operation. I believe the method adopted here was the only one by which the difficulties of the large tumour and the narrow pelvis could have been surmounted. The man has made a good recovery; he has alreadv put on weight and is able to walk about the ward.
Specimens: Submucous Implantation Cysts of the Rectum.-CUTHBERT DUKES, O.B.E., M.D.-Submucous implantation cysts are due to the continued growth in the submucosa of traumatically misplaced columnar epithelium. The accident of traumatic epithelial displacement is likely to occur in all surgical operations, but presumably the disseminated cells are not as a rule able to grow in FIIG. 1.-The cysts lie within the submucous coat of the rectuim and are partially lined with healthy muceus-secreting columnar epitheliuim. The cysts are separated from the mucous membrane by the mnuscularis mucosEe, but in some of the cysts a connecting link of glandular epithelium can be traced from the mucous membrane to the cyst. A higher magnification of the region marked A is showni in fi.g. 2.
their new environment, since implantation cysts are a rare sequel to injury in any region of the body. In the large intestine such implantation dermoids must be very rare. I have not been able to find any reference to them in the special surgical and pathological text-books nor in the literature I have had the opportunity of consulting.
In each of the two cases I am about to describe the implantation cyst occurred after a previous surgical operation on the rectum. The cyst increased in size and formed a troublesome mass in the rectal wall, causing pain and difficulty in defeucation. The true nature of the condition was not anticipated from naked-eye inspectioli, although, as may be seen from the specimens, the appearances are fairly characteristic.
Case I.-Patient, a female, aged 36, who was admitted to St. Mark's Hospital on March 23, 1928, with the complaint of painful deftecation, aching over the sacrum, h8emorrhage and general weakness. Three and a quarter years previously, in another hospital, she had been operated upon for prolapse of the rectum and a lump removed from the posterior rectal wall which histological examination showed to be a chronic inflammatory lesion. The above-mentioned symptoms came on gradually after discharge from hospital and their occurrence finally determined her retum. On admission a tender swelling was discovered at the lower end of the rectum on the posterior wall.
Mr. Gabriel removed the tumour by local excision, April 2, 1928. It was a round mass about X in. in diameter, and J in. in depth, smooth on the surface, and appeared on nakedeye examination to be a sessile adenoma. Microscopic examination shows that the different coats of the rectal wall are arranged in their natural order ( fig. 1, p. 27 ). The mucous membrane is of natural thickness and the muscularis mucose occupies its normal position. In the submucous coat there are several cystic spaces, some of which are partially lined with columnar epithelium but in others no epithelial lining is to be seen. The spaces contain mucus, granular debris, and a feW# leucocytes. The epithelium lining the cysts resembles exactly the columnar cells occupying Lieberkithn's follicles (fig. 2) . The tumour is due to the growth of misplaced epithelium and the progressive distension of the cyst by the secretion of the living cells.
Judging from the appearances presented by the regions through which the sections pass the majority of the submucous cysts are islands of epithelium cut off entirely from the mucous membrane. In some cases, however, as shown in figs. 1 and 2, a connecting link of glandular epithelium can be traced from the mucous membrane to the cyst. The presence of such a connecting strand of cells would explain the capacity of the epithelium to grow in this unusual situation. Those cystic spaces which retain anatomical connexion with the mucous membrane may be regarded as submucous diverticula which have become cystic through occlusion of their communication with the lumen of the rectum. Whether or not cysts which are now completely independent have broken away from the mucous membrane to which they were once united, or, in other words, whether or not the submucous cysts were once submucous diverticula, is a question which cannot be answered from a study of this case alone. In the second case no connexion was found between the mucous membrane and any of the submucous cysts.
Case II.-Patient a middle-aged woman. In 1916 she underwent local excision of an early cancer of the rectum. In 1922 another rectal tumour was removed from the same situation by local excision and this was regarded as a recurrence, but the growth was not examined microscopically. In 1928 she again sought medical treatment and a mass in the rectal wall at the site of the previous operation was found. The tumour was removed by Mr. Lockhart-Mummery. Longitudinal section through the piece of tissue excised showed the presence of several cysts in the submucosa, the largest of which was about J in. in diameter. Each cyst had a clearly defined lining and was distended with a jelly-like substance. Microscopic examination shows that the piece of tissue is covered with a layer of healthy glandular epithelium of the type present in the rectum. The mucous membrane exhibits no abnormality except that it is slightly thinner over the most prominent part of the swelling. The muscularis mucosEe is intact and shows no abnormality. Within the submucosa are seen several large cysts distended with a structureless substance which gives all the staining reactions of mucus. Some of the cysts are lined by healthy columnar epithelium but others have no epithelial lining in the region through which the section happens to pass. The muscular coat shows no abnormality other than slight fibrotic change in one region. ._-0 S13 lib~~~F IG. 2 hgetanfcto ffg ) ,Rca uos mmrn,nra in perne B, Subuoscsl~db hathymcsscei clma pteim ,Msuai ics inerutdnon lac byacnetn liko glanulreihimonngtecstohe uos memrae;D,Muusan eihlia d6r witi tecst Differential Diagnosis of Implantation Cysts.-The distinctive feature of a submucous implantation cyst is the presence in the submucosa of cystic spaces filled with mucus and lined by healthy-looking mucus-secreting columnar epithelium. The situation of the cells lying beneath the muscularis mucosm distinguishes an implantation cyst from an adenoma, and the healthy appearance and sharp boundary of the misplaced epithelium dismiss any suspicion of malignancy. The histological diagnosis presents no difficulty if the possibility of such a lesion be kept in mind and if a history of previous operation or injury be supplied.
The gross appearance of the lesion in the two cases described suggested adenoma in one case and a recurrence of colloid cancer in another. It is unlikely that the true nature of such a condition could ever be decided by naked-eye examination alone.
A submucous implantation cyst has a clinical interest from the fact that it provides yet another possibility for the surgeon to consider when a painful lump appears at the site of a previous operation.
